After the operation Anthony Babington recalled 1,2 gesticulating with his left hand to indicate that he needed treatment for head pain, something to drink, or a urine bottle. When asked to write his home address with his left hand 'I knew exactly what I intended to write but I was dismayed to find myself drawing a series of short and very crooked lines . . . when shown a newspaper I could see letters but not understand them . . . might have been Chinese.
'I woke one morning feeling slightly better. The night sister said ''You are over the worst and out of danger . . . The doctors think you might get back a little movement in your right side, in the leg at any rate. But I am afraid they think it unlikely that you will ever be able to speak again' ' .'
This forecast also ended a close personal relationship. 2 Like Dr Johnson after his stroke 5 , he was comforted by his ability to say the Lord's Prayer silently.
In the medical records 3 Captain G Northcroft wrote on the fourth postoperative day that there was now no hemianopia and that he could indicate yes and no by head movements. On 11 November he could just utter 'well', and on the 14th there were a few single words, and 'speech therapy' was started by a sympathetic lady who had trained as a singing teacher and by a Norwegian fellow patient 1,2 .
Early progress
He began to try to read a book: '. . . laborious . . . words slowly . . . wrong lines . . . Writing even more discouraging . . . left hand awkward . . . entirely lost the art of spelling . . . even ridiculously simple words. I did not seem capable of visualising them on paper' 1 . Three months later his speaking, reading and left-handed writing had improved enough to make feasible his intention to take up law studies, according to psychometric testing by Major W R Reynell 3 . He was discharged from hospital in May 1945, with the advice to take up market gardening. But he went to the Middle Temple later in 1945, and in 1948 he qualified as a barrister, having had the use of an amanuensis for his written examinations 1 .
The next 57 years
Ever since, his speech has continued to be slow, with a slight stammer, and persistent inability to utter some words which he has managed to cover by circumlocution; there are no wrong words. His reading also has remained slow, both silent reading and reading aloud, but adequate for public performance. He achieves a slow sinistral script which looks like his old dextral writing but with persistent mis-spelling, even of common words (Figure 2 ). He has been rendered moderately dyscalculic by the injury, but considers his powers of reasoning, and his memory for abstract data, for places and faces, as good as before. He never experienced difficulty in understanding spoken speech. He had a successful career as a barrister, at first in chambers, then for 8 years as metropolitan magistrate, and lastly as circuit judge until beyond the usual retiring age 2 .
He has also written ten books, three of which were republished. Two are autobiographical 1,2 , the others are on legal and military history. His writings were influential in changing the public attitude to the execution of soldiers in the First World War for desertion and for cowardice, and to 'shell shock'.
He had bad headaches in the first post-traumatic year, and intermittently later, related to low-grade skull infections until the tantalum skull implant was removed by Mr C Connolly in 1975. In the early years he had a few partial (right hemisensory) seizures, treated with phenobarbitone; he stopped taking this because of retardation, and the attacks have remained in abeyance. The right hemisensory loss has persisted, as has near-total paralysis of the right upper limb. The initial right lower limb paralysis improved sufficiently to allow pleasurable walking of up to five miles, but has worsened in his 70s, and he is now limited to a slow few hundred yards with a walking-stick. He also weathered long spells of inpatient treatment, with a lobectomy in 1951, for pulmonary tuberculosis, and later acute surgery for a duodenal ulcer, and aortic valve surgery. Despite his disabilities he retains his joie de vivre at the age of 82.
COMMENT

Site of lesion and clinical features
Speedy and expert neurosurgery, as well as the newly available penicillin, were lifesaving. But he was left with a deficit of parietal cortex ('4 cm across') extending deeply through the white matter down to the lateral ventricle.
J a n u a r y 2 0 0 3 There must also have been damage to the left (frontal) motor cortex, or to its connections, to cause the right hemiplegia. The initial aphasia was termed 'global' 3 , but he did not seem to lose understanding, even at his worst. Much of this, like the transient right hemianopia, must have been due to cerebral oedema. The penetrating shrapnel and bone chips impinged just in front of, and above, the temporal gyri described in 1874 by Wernicke 6 as the site of sensory (i.e. receptive) aphasia, and a little further from Broca's more anterior low frontal site of motor or expressive aphasia ( Figure 3 ). Both Broca and Wernicke made their discoveries from cases of cerebrovascular disease; Broca in particular was severely criticized in 1906 by Pierre Marie 7 for anatomical oversimplification, as Broca's extant post-mortem specimen had shown more extensive lesions than just in the left second and third frontal convolutions.
Accordingly aphasiologists preferred the 'crisper' trauma material from the wars of the last two centuries-Larrey 8 from the Napoleonic wars, Henry Head 9 , Pierre Marie 10 and Kurt Goldstein 11 from the First World War, and A R Luria 12 and Ritchie Russell 13 from the Second World War. The studies of the last dealt with the 1100 head injuries treated at St Hugh's College, Oxford 3 and the other British neurosurgical units.
While confirming the great importance of Broca's frontal and Wernicke's temporoparietal speech areas, both the Russian 12 and the British 13 compositions agreed on a wider left hemisphere distribution of lesions causing aphasia, but clustering around Broca's and Wernicke's areas, with, conversely, an absence of aphasia after more distant left hemisphere lesions (Figure 4) . Right hemisphere lesions were exceptional in causing aphasia, even in left-handers. Freda Newcombe 14 conducted a more intensive late assessment in 153 selected patients from the above 1100 military head injuries, noting in particular professional achievers. Anthony Babington is not discernible in her 14 or in Russell's 13 accounts.
Recovery
Apart from the spontaneous resolution of brain oedema after C A Calvert's operation, leading to the improvement recorded in the first few weeks, his later recovery may be attributed in part to his determination and vocation. There is also the theoretical concept, in a young man, of reserve brain potential and 'plasticity' 15 , linked perhaps to the degree of left hemisphere dominance and right hemisphere speech functions 16 . The notion of left hemisphere dominance goes back to the observations of Dax and Broca in the 19th century, and has an anatomical basis in specially developed areas of cortex on the left side 17 . While most left-handers, like righthanders, have their speech 'centres' on the left side of the brain, as judged by Wada's intracarotid sodium amytal injection testing 18 , they may still recover better than righthanders after left hemisphere lesions with aphasia 12, 19 . One needs to consider degrees of left-handedness or of ambidexterity, and any family history of left-handedness, or left eye or ear dominance 16 . While dextrad for everything else, Anthony Babington was a left-handed bowler at cricket and a left-footed footballer as a boy.
Beside the overall better outlook in traumatic than in stroke aphasia 20 , Babington's high initial intelligence was probably also a good prognostic factor 21 , as opposed to the adverse prognostic factors of the immediate severity and 'globality' of the aphasia 10 and of the concomitant hemiplegia.
Did the so-called speech therapy help his recovery? While there has been continuing interest in communication skills after severe brain traumas 22 , there has been no critical study of the value of speech therapy in aphasia 23 . The bulk of aphasia cases in peace-time are due to strokes, with inevitably great variability and a worse prognosis than in the mostly younger sufferers of traumatic aphasia-and, indeed, amateurs may do as well as trained speech therapists in stroke aphasia 24 .
Modern investigations such as positron emission tomography (PET) scanning 25 and functional magnetic resonance imaging (fMRI) 26 which can demonstrate changes in regional cerebral blood flow during various language tasks have greatly advanced our ideas of the anatomy and physiology of speech, beyond what had been derived from the deficits resulting from brain lesions: it has unfortunately not been possible to study Anthony Babington's communication skills in this way.
That he achieved so much in his two vocations as a lawyer and as a writer may serve as a warning to dismal prognosticians, and as a tribute to his personality. The pituitary gland enlarges physiologically in pregnancy, mainly because of lactotroph hyperplasia 1 . Pre-existing pituitary tumours can likewise increase in size 2 , but compressive effects may be due to displacement rather than enlargement.
CASE HISTORY
A woman of 29 was referred to the endocrine clinic for investigation and management of oligomenorrhoea and infertility. Adrenal function was normal, she was euthyroid, and visual fields were normal to confrontation. , oestradiol 300 pmol/L; a menstrual bleed followed administration of medroxyprogesterone acetate 10 mg daily for 5 days). She was treated with clomiphene 50 mg on days 5-10 of the cycle and became pregnant that month. At 18 weeks' gestation she noticed abnormal vision in the left eye. On examination acuity was reduced on the left (6/12 compared with 6/5), with a central scotoma, loss of vision in the temporal field and an afferent pupil defect on the affected side. An MRI scan showed a pituitary mass extending into the suprasellar cistern, displacing and stretching the optic chiasm (Figure 1) . The vertical height of the lesion was 2.0 cm. Serum prolactin, measured several times, had risen by about 100 mU/L-no more than is usual in pregnancy. Other endocrine investigations were likewise normal so she was diagnosed as having a nonfunctioning pituitary tumour. The obstetric team were reluctant for her to undergo pituitary surgery in the early middle trimester since, if surgery precipitated labour, the fetus would not be viable.
The presentation in pregnancy was thought to be due to upward displacement of the tumour by physiological pituitary enlargement; thus dopamine agonist therapy might allow surgery to be deferred. She was started on bromocriptine (5 mg on day 1, 5 mg twice daily on day 2 and 5 mg three times daily thereafter). Five days after the beginning of treatment the visual symptoms had disappeared, and on a repeat MRI scan the optic chiasm was no longer compressed, although there was negligible change in the size of the tumour (Figure 2 ). The visual fields returned to normal. Bromocriptine therapy was continued and the pregnancy proceeded without incident; a healthy child was born at 39 weeks' gestation.
Postpartum, the patient was keen to breast-feed and elected to stop her bromocriptine. Within 2 days the visual field defect returned and she then underwent transsphenoidal decompression of the tumour. On histological examination it proved to be a pituitary adenoma in which only about 5% of cells stained for prolactin and growth hormone. Postoperative endocrine assessment gave normal results except for hypoadrenalism. A year later she had an uncomplicated pregnancy.
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